THE following notes upon this, case of hernia of the stomach through the diaphragm are of interest from both the surgical and the radiographic points of view.
The patient, a boy, aged 9, was admitted to the Manchester Children's Hospital on January 6, 1914. The previous history (which was obtained with difficulty) consisted of attacks of persistent vomiting for some six months, the condition steadily getting worse. Apparently there was never at any time much abdominal pain.
On admission the child was extremely thin and looked ill. The abdomen was dull on the right side from the costal margin downwards, and tympanitic on the left. The right rectus muscle was distinctly prominent. For the first seventeen days after admission he vomited nearly every day, usually profusely: there was no abdominal pain or tenderness. The child appeared to be getting thinner. A diagnosis of pyloric obstruction was made from the clinical symptoms.
On January 19 he was sent to -me for X-ray examination. On giving him a bismuth meal I found that it passed to the right of the middle line instead of to the left at the cardiac orifice, suggesting at the commencement of the examination that the stomach was transposed, although the position of the heart was normal. The outline of the stomach, however, was not that of a normally shaped stomach merely transposed to the right, but more like that of the upper sac of an hour-glass stomach. There was also obvious delay in the emptying of the organ, as none had passed through the pylorus at the end of seventy-five minutes. When I saw him twenty-four hours later the whole of thp bismuth was in the large intestine; the latter was normal in shape and position, except that the transverse colon was somewhat high in the abdomen.
The following day I saw him five hours after another. bismuth meal. As you will see from this slide ( fig. 1 ), the greater part of this meal was still in the stomach on the right side of the middle line; a small quantity having passed into the small intestine was situated chiefly in the ileum. The slide also suggests that the transverse colon is higher than normal, as the skiagram was takeni with the child in the upright position. The next day I arranged for. him to be sent to my rooms in order that my partner, Dr. Barclay, might see him with me. The next slide (fig. 2) shows the condition on that occasion. The whole of the bismuth previously given had disappeared with the exception of a small trace in the descending colon, and on giving another meal we found that it again passed to the right side. The diagnosis was not clear at first. My original idea was that the stomach was perhaps dragged over to the right side by adhesions, with mechanical obstruction of the outlet, but Dr. Barclay afterwards suggested the possibility of a hernia of the stomach through the diaphragm, and on c-onsideration this seemed to me to be the most likely diagrnosis, as the lung structures at the right base could be seen clearly through the air-distended fundus.
On January 24, three days later, Mr. Howson 2.ay, Surgepn to the Hospital, operated, and the following details are taken from the Hospital notes: "On opening the abdomen to the right of the middle line, and displacinga the right rectus outwards, the epigastrium was found occupied by the colon; only a small piece of the stomach could be 104 [Bythell: Hernia of Stomach through Diaphragm seen very far back under the diaphragm. On further exploration the major part of the stomach was discovered herniated through the cesophageal opening. The other abdominal organs were normal. The stomach was brought down and stitched to the anterior abdominal wall by four or five silk sutures, and the abdominal wound closed."
For the next sixteen days the boy did well; there was no vomiting, and he put on weight. On February 10, however, there was profuse vomiting, and he vomited every day up to February 27, when he was again sent to me for X-ray examination. After seeing him I reported that the stomach had passed back through the diaphragm, and was exactly as when I first saw him. There was again pyloric obstruction.
On March 3, therefore, Mr. Howson Ray opened the abdomen for the second time, and again found that the stomach had passed through the cesophageal opening of the diaphragm. On this occasion he brought a piece of the stomach through the abdominal incision and did a gastrostomy so as to fix the organ permanently in this position. I may add that at both operations he found that there was a good deal of resistance to the pulling of the stomach down through the cesophageal opening, and that it had a tendency to slip back on relaxing the tension.
I have not seen the boy since the second operation, but the subsequent history appears to indicate that a cure has been attained.
The PRESIDENT expressed the thanks of the Section for the most interesting series of slides.
